SUMMARY A 48 year old man presented with cardiac tamponade six weeks after an apparently minor penetrating chest injury. Thoracotomy showed a haemopericardium with no actively bleeding vessel. Re-investigation eleven months later, prompted by persistent chest pain, showed the presence of a fistula between the second diagonal of the left anterior descending coronary artery and a cardiac vein.
Case report
A 48 year old man presented to another hospital having collapsed at home. He had been experiencing infrequent episodes of central and left sided anterior chest pain at rest for two years. In the week before admission the pain increased in frequency and severity and this culminated in a prolonged episode associated with loss of consciousness. There was no history of hypertension or serious illness. When he was first examined he was semiconscious, pale, and cyanosed (pulse of 120 beats per minute, blood pressure of 80/50 mm Hg). Venous pressure was raised and a fourth heart sound was heard. He was transferred to our hospital with a clinical diagnosis of possible aortic dissection and his clinical condition was unchanged on arrival at Harefield Hospital. The central venous pressure was 19 cm of water above the mid-axillary line and all peripheral arterial pulses were present and of equal strength. He had a small puncture mark on the anterior surface of the chest in the fifth intercostal space 2 cm medial to the mid-clavicular line.
An (Fig. 1) and a second filling a small vessel within the lung (Fig. 2) complications of penetrating injury of the chest. Pericardial tamponade is a relatively common feature of such injuries but usually presents very early after trauma. ' 2 Delayed tamponade is much less frequent and has usually been described after surgery3 4 and rarely after trauma.' The latent period of six weeks before the onset of tamponade is longer than previously described after trauma but similar to that found after operation (usually as part of the postpericardiotomy syndrome). The second feature in this case is the development of a coronary arteriovenous fistula. Fistula formation is rare after trauma and generally affects a coronary vessel and right ventricle or right atrium.' We found only two published reports of coronary arteriovenous fistulas.78 Since selective coronary angiography was not performed before the exploration of the pericardium it is not possible to define the precise relation between the development of the fistula and intrapericardial bleeding. 
